Study objective-To compare the potential impact of high risk and population based approaches to the prevention of psychiatric disorder, using a representative sample ofgeneral practice attenders as the target population. Design-This was a prospective cohort study. Setting-A health centre in south London. Participants-Three hundred and seven consecutive attenders aged 16-65, recruited at randomly selected general practice surgeries.
A strong argument exists for developing strategies to reduce the prevalence of the most common mental disorders, anxiety and depression. These conditions have a combined prevalence rate in the community of between 15% and 30%,`-5 and account for one third of days lost from work due to ill health6 and one fifth of consultations in general practice in the UK. 7 The public health importance of these disorders, even in mild form, is further shown by the finding that low levels of depression resulted in 51% more days lost from work than major depression.8 The annual cost of the common mental disorders in the UK may amount to £6 billion, of which two thirds results from lost productivity. 9 Ominously, their prevalence may have increased recently.'0
The most common preventive approach in psychiatry involves targeting individuals at high risk of disorder,"-'4 which Rose '5 likened to, "attempting to control icebergs by sending warships to shoot off their visible portions". Psychiatrists often reject population based interventions, partly through aetiological uncertainty'5 and partly because these are perceived as either inefficient 13 or synonymous with utopian political change.'6 Many would concur with Goldberg's view that, "it is intuitively easy to see that it would be wasteful to devote resources to populations who are unlikely to get depressed". '3 A recent report commissioned by the US Congress argued for a population based risk reduction approach. 7 The common mental disorders are associated with forms of socioeconomic adversity that could possibly be corrected, including low income and financial hardship, [18] [19] [20] [21] [22] Table 1 Prevalence of exposure and adjusted odds ratios (OR) (95% confidence intervals) for being a case at one year follow up (T2) in relation to each of the variables included in the index of current socioeconomic adversity (ICSA-11) assessed at recruitment (Ti), and OR adjusted for each of the other variables in the The total PAF for all socioeconomic adversity as assessed by the ICSA-11 was 37.4%, of which 8.4% was attributable to the highest category of social risk (ICSA-1 1 4). Analysis using ICSA-2 scores yielded similar findings (table 2) . Table 3 contrasts the potential impact of interventions targeted at the entire population of attenders on the one hand, and at those with the highest ICSA-l 1 scores. In theory, a one point reduction in ICSA-l 1 score among those at high social risk (ICSA-1214) would result in a 2.2% reduction in the prevalence of psychiatric disorder at T2, compared with 18.0% if the ICSA-11 score of all attenders who scored 1 or more on this measure were reduced by the same amount. If all socioeconomic adversity were removed, the maximum predicted reduction in prevalence that could be achieved by the high risk approach would be 8.4% using ICSA-11 (or 8.3% using ICSA-2), compared with a 37.4% reduction (30.6% using ICSA-2) if all those with any socioeconomic risk factors were targeted.
High risk for a continuous exposure may be defined by placing the cut off point anywhere along the continuum of risk. Figure 1 shows that the potential reduction in the prevalence of psychiatric disorder at T2 arising from interventions at TI is directly proportional to the number of subjects eligible for intervention.
Discussion
The prevalence of psychiatric disorder at T2 (40.6%) was higher than in comparable primary care studies.41A5 This was unlikely to be due to measurement artefact or bias, since There are three important caveats. Firstly, the findings are population specific. While the risk ratio is likely to remain constant across populations, the incidence and maintenance rates and the PAF will decline as exposure to socioeconomic adversity falls. The incidence and maintenance of common mental disorders will be lower in less socially deprived areas, and a smaller proportion of all cases will be attributable to socioeconomic adversity. Secondly, we have assumed that effective interventions exist to remove the socioeconomic adversity covered by our index, and that such interventions would reduce the prevalence of psychiatric disorder 12 Experience from community trials of cardiovascular prevention shows clearly that such interventions must be "owned" locally, since their effectiveness depends on their acceptability to the target population. To this end members of the community, along with its leaders and institutions, must be mobilised during the design phase of any intervention. 46 We suggest that a locally tailored, multi-domain package of risk reduction measures might be developed, in collaboration with users, GPs, public health physicians, community leaders, local authority social services and housing departments, voluntary organisations, and the local media.'747 The ultimate form of the intervention would be determined by both aetiological evidence and local need, and might involve education via the media, plus individual level programmes to provide, for example, advice and advocacy in securing benefits, managing personal finances, and negotiating housing repairs.
This study was funded by the NHS Executive Computer R&D fund. We are indebted to the staff and patients of the Albion Street Health Centre, Rotherhithe, for their support and cooperation with this study. We are especially indebted to Dr Richard Donmall for facilitating this collaboration. We are grateful to Professor Eugene Paykel for his helpful comments on an earlier draft of this paper. Monitoring the process of service development is a slippery task, especially when a multiplicity of agencies is involved. As the report acknowledges, significant changes will take time, often longer than an individual researcher is able to follow them. So here we have an account of work in process, rather than neatly defined historical episodes. Poxton presents grounds for modest optimism. Achievements differ in the various localities, but rigorous evaluation of planning initiatives is seldom easy, and short term perspectives may be misleading. The qualities of vision and passion, here identified as essential, are particularly difficult to pin down.
One complication to the success of joint commissioning which the report neglects relatively is that of the different occupational settings of the participants. GPs often point out that social services departments have high staff turnover; their own positions are relatively stable, while allowing them considerable scope in deciding the margins of their job. In a primary care led NHS, their contribution to processes like joint commissioning will be increasingly influential. Populations are ageing in almost every country, and this book begins to fill a large void in the literature of health in the elderly. There are 45 chapters with an impressive list of contributors. Two thirds are from the UK and the rest from eight different countries. Many are established authorities on their chosen subject. As Margot Jefferys says in her editorial preface, this should become a standard reference book.
Chapter subjects range well beyond consideration of individual diseases, to encompass, for example, health economics, community care, migration and ethnicity, and iatrogenesis. Its scope aims (and generally succeeds) in being truly international. The editors have succeeded in keeping contributors to a uniform chapter length of about nine pages. They have been less successful in achieving a universal standard of up to dateness. However, given the explosion of knowledge in the past decade, and the ease with which it can be retrieved, this is a serious point. There are dangers ahead too-volumes like this age quickly in matters of detail.
Nevertheless, Epidemiology in Old Age is a splendid achievement. The price is too steep for individuals, but medical libraries will find it of great value. It is extremely well produced with a vivid purple cover. Specialists will find their particular concerns examined in more detail elsewhere, but for those who want to venture into new aspects of geriatric epidemiology, their search begins here. BERNARD 
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